Focused Professional Practice Evaluation

Concurrent Proctoring

©

Childrens

HOSPITAL & MEDICAL CENTER

Retrospective Record Review

Instructions: Please complete this entire document and return to Sara Watson, Medical Staff Manager.

PLEASE PRINT INFORMATION BELOW.

Confidential for the file of: Discharge Date:

Patient MRN: Diagnosis:

You have been asked to evaluate the quality of care provided by this practitioner. As such, itis your responsibility to report
any significant substandard performance made by the practitioner immediately to Medical Staff Leadership.

Evaluate in terms of competency and accuracy

Acceptable

Not Acceptable
(explain below)

Not Applicable

Initial Evaluation

Necessity of admission

Initial level of care placement

History & physical exam (thorough, significant information noted, timely)

Patient Management

Progress notes completed

Level of care appropriate to care provided

Monitoring patient condition (weight, vitals, diagnostic testing)

Use of ancillary services (RT, OT/PT, Nutrition, Social Work)

Use of blood and blood products

Medication use

Antibiotic use (prophylactic, therapeutic, choice of drug, monitoring,
duration)

Length of stay met criteria for diagnosis/care

Complications (anticipated, recognized promptly, treated appropriately)

All documentation legible, and include date and time of entry

Disposition

Discharge level of care

Patient/family education

Discharge summary (timely, complete, etc.)

Overall Performance

Satisfactory Unsatisfactory

Satisfactory

Unsatisfactory

Basic Medical Knowledge [ | Interpersonal skills

Clinical Judgment Communication skills

Procedural skills Professionalism

Use of consultants [ | | Punctuality

Additional Comments:

Signature of Evaluator

Date

Evaluator's Name: (Print or Type)
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